Abstract
Introduction

Increasing rates of methicillin-resistant Staphylococcus aureus (MRSA) globally have been accompanied by the increase of MRSA infections among healthy individuals in the community without apparent traditional risk factors (1). Community-associated methicillin-resistant Staphylococcus aureus (CA-MRSA) infections are now regarded as a serious public health problem (2). Although infective endocarditis due to CA-MRSA has been reported in a case series (3), none was reported in patients with human immunodeficiency virus (HIV) infection. Herein, we report a 45-yearold HIV-infected man with infective endocarditis caused by CA-MRSA isolates carrying Panton-Valentine leukocidin (PVL) gene. He was treated successfully with linezolid and trimethoprim/sulfamethoxazole without surgical intervention.
Case Report
This previously healthy 45-year-old injection drug user (IDU) presence of bilateral septic emboli (Fig. 1 A
longitudinal study of 282 community-based drug abusers conducted from February 1999 through September 2000 in New York showed high rates of incident S. aureus colonization present in IDUs. Moreover, HIV serostatus was significantly and uniquely associated with S. aureus incidence and persistence and with MRSA colonization (11). No therapeutic or clinical factors of HIV infection were found to increase the risk of colonization (11). The present patient
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had no skin lesions to explain the source of MRSA bacteremia and endocarditis. Although we did not test S. aureus colonization before the patient became ill, HIV itself may have had some contribution in the S. aureus colonization (11).
Community-associated (CA) and health care-associated (HA) MRSA cases differ demographically and clinically (12) . Community-acquired strains were characterized by limited antibiotics resistance, with cellulitis and abscess being the major clinical manifestations (4, 13) . They have a common pulsed-gel electrophoresis (PFGE) pattern, possess different exotoxin gene profiles (e.g., PVL) and harbor type IV staphylococcal cassette chromosome mec (SCCmec) (4, 12, 13) . In contrast, health care-associated MRSA were mainly type I to III SCCmec (12, 14) . Cases of CA-MRSA have been increasing recently (15) . In Taiwan, MRSA colonized a substantial proportion of healthy children and accounted for 25% to 75% of childhood CA-MRSA infections (15, 16) . The most common SCCmec types were type IV and VT (15) (16) (17) . However, in the study of Huang et al (18) (20) .
PVL-producing S. aureus appeared to be associated with furunculosis, cutaneous abscesses, severe necrotic skin infections and severe hemorrhagic pneumonia (4, 13) . But PVL gene is rarely found in other infections such as infective endocarditis. However, PVL gene was frequently detected in CA-MRSA (4, 13) . In the study of Huang et al (18) T a b l e 1 . Cl i n i c a l a n d Mo l e c u l a r Ch a r a c t e r i s t i c s o f P a t i e n t s wi t h CA-MRS A I n f e c t i v e E n d o c a r d i t i s i n 
